We present an immunocompetent patient with herpes zoster, multiple cranial nerves paralysis and persistent dysphagia, which is rarely reported.[@B1],[@B2]

A 50-year male presented with absolute dysphagia, odynophagia, nasal regurgitation, hoarseness of voice and painful eruptions on left ear for 10 days and fever and cough for 5 days. Examination revealed vesicular rash on left ear and oropharynx, crepitations in the chest, left infra-nuclear facial, glossopharyngeal and vagus nerve palsy.

Investigations: hemoglobin 13 g/dL, total lymphocyte count 2.9 × 10^6^/mm^3^ (85% neutrophils). Liver and kidney function tests and glucose were normal. Chest X-ray revealed pneumonia, blood, sputum culture and HIV serology were negative. Upper endoscopy revealed right-ward deviation of uvula, left vocal cord palsy, whitish vesicular lesions over oropharynx and vocal cords and circumferential ulceration of esophagus ([Fig. 1](#F1){ref-type="fig"}). Esophageal tissue revealed intra-nuclear inclusion bodies on Tzanck smear ([Fig. 2](#F2){ref-type="fig"}), acute inflammatory exudates on biopsy and negative Varicella zoster virus culture.

Intravenous acyclovir (10 mg/kg 8 hourly for 10 days), antibiotics and parental nutrition were started. Hoarseness and dysphagia persisted. Endoscopy repeated on the seventh day revealed mild erythema without any vesicle or ulceration; intranuclear inclusions with minimal inflammation persisted in biopsy. Esophageal manometry (water perfusion system, Redtech, Calabasas, CA, USA) in second week revealed hypomotility.

On the third week, percutaneous endoscopic gastrostomy (PEG) was done. Patient complained of epigastric pain, early satiety and vomiting on PEG feeds, raising a suspicion of gastroparesis. Nuclear scan was not feasible. Antroduodenal manometry (Redtech) revealed fasting antral, duodenal hypomotility and failure of conversion to fed pattern ([Fig. 3](#F3){ref-type="fig"}), for which metoclopramide was added and diet was appropriately modified. He tolerated feeds without vomiting. He gained 3 kg weight, symptoms improved and cranial nerve palsy recovered on 3-month follow-up.

In immunocompetent patients, reactivated varicella zoster virus spreads into proximal nerve roots adjacent to dorsal root ganglia, causing neuritis or plexitis.[@B3] Cranial neuritis can cause nerve palsy.[@B4] Although esophagobronchial fistula has been reported in a patient with acquired immunodeficiency syndrome and herpes zoster,[@B5] severe esophageal involvement has not been described previously in immunocompetent individual. Prolonged dysphagia has been reported previously in a patient with polycranial involvement by herpes zoster virus.[@B2] Gastroparesis in our patient was documented by antroduodenal manometry that revealed lack of conversion of fasting to fed pattern on standard meal suggesting vagal neuropathy due to possible neuritis caused by this neurotropic virus.
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![Upper gastrointestinal endoscopy showing, (A) ulceration in laryngopharynx and (B) circumferential ulcers in the esophagus.](jnm-17-192-g001){#F1}

![Tzanck smear from crushed esophageal tissue showing revealed intra-nuclear inclusion bodies (H&E, ×400).](jnm-17-192-g002){#F2}

![Antroduodenal manometry tracing showing fasting antral and duodenal hypomotility along with failure of conversion to fed pattern, suggestive of gastroparesis. A denotes antral port and D denotes duodenal port.](jnm-17-192-g003){#F3}
